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AMOUNT, DURATION AND SCOPEOF MEDICAL 
AND REMEDIAL CARE SERVICES PROVIDED TO THECATEGORICALLY NEEDY 

26. 	 Program of All-Inclusive Care for the Elderly (PACE) services, as described and limited in 
Supplement 3 to Attachment3.1-A. 

not-X provided -provided 
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I . InpatientHospital Services 

a. 	 Payment is made for inpatient hospital care as medically necessary. 
Each admission must have priorapproval of appropriateness by the 
designated peer review organization in order for the admission to be 
covered under the Medicaid program; this requirement does not apply 
to emergency admissions. Weekend stays associated with a Friday or 
Saturday admission will not be reimbursed unless an emergency 
exists. Covered admissions are limited to those admissions primarily 
indicated in the management of acute or chronic illness, injury, or 
impairment, or for maternity care that could not be rendered on an 
outpatient basis. Admissions relating to only observation or only 
diagnostic purposes or for elective cosmetic surgery shall not be 
covered Laboratory tests not specifically ordered by a Physician and 
not done on a preadmission basis where feasible will not be covered 
unless an emergency exists which precludes such preadmission testing 

b. 	 A recipient may transfer from one hospital to another hospitalwhen 
such transfer is necessary for the patient to receive medical care which 
is not available in the first hospital. In such situations, the admission 
resulting from the transfer is an allowable admission. 
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c. 	 the following listed s u r g i c a lp r o c e d u r e s  are n o t  covered on 
an i n p a t i e n t  b a s i s ,  e x c e p t  when a l i f e  t h r e a t e n i n g  s i t u a t i o n  
exists, t h e r e  i s  another p r i m a r y  purpose f o r  t h e  a d m i s s i o n  
or t h e  a d m i t t i n gp h y s i c i a n  c e r t i f i e s  a medical  n e c e s s i t y  
r e q u i r i n g  admission t o  a h o s p i t a l :  

b i o p s yb r e a s t ,c e r v i c a ln o d e ,c e r v i x ,  lesions ( s k i n ,  

s u b c u t a n e o u s ,s u b m u c o u s  lymph n o d e( e x c e p th i g h  

a x i l l a r ye x c i s i o n ,  e t c . ) ,  and m u s c l e .  

C a u t e r i z a t i o n  or  c r y o t h e r a p y :l e s i o n s( s k i n ,s u b c u t a n e o u s ,  

s u b m u c o u s ) ,  moles, p o l y p s ,w a r t s / c o n d y l o m a sa n t e r i o rn o s e  

b l e e d s ,a n dc e r v i x .  

C i r c u m c i s i o n .  

D i l a t i o n :d i l a t i o na n d  curet tage ( d i a g n o s t i ca n d  o r  

t h e r a p e u t i c  n o n - o b s t e t r i c a l  d i l a t i o n / p r o b i n g  of 

lacr imal  d u c t .  

D r a i n a g eb yi n c i s i o n  o r  a s p i r a t i o n :c u t a n e o u s ,s u b c u t a n e o u s ,  

a n dj o i n t .  

Exam u n d e ra n e s t h e s i a  ( p e l v i c ) .  

E x c i s i o n :b a r t h o l i n gc y s t ,c y n d y l o m a s ,f o r e i g nb o d y ,  

l e s i o n s  lipoma, n e v i  (mo les ) ,  s e b a c e o u sc y s t ,  po lyps ,  

a n ds u b c u t a n e o u s  f i s t u l a s .  

E x t r a c t i o n :f o r e i g nb o d y ,a n dt e e t h  (per  e x i s t i n gp o l i c y ) .  

G r a f t ,s k i n( p i n c h ,s p l i n to ff u l lt h i c k n e s s  u p  t o  defect 

s i z e  3/4 i n c hd i a m e t e r ) .  

Hymenotomy. 

M a n i p u l a t i o na n d / o rr e d u c t i o nw i t h  o r  w i t h o u t  x-ray 

cas t  c h a n g e :d i s l o c a t i o n sd e p e n d i n gu p o nt h ej o i n ta n d  

i n d i c a t i o n  f o r  p r o c e d u r e ,a n d  f rac tures .  

m e a t o t o m y / u r e t h r a ld i l a t i o n ,r e m o v a lc a l c u l u sa n dd r a i n a g e 

of b l a d d e r  w i t h o u t  i n c i s i o n .  

Myringotomywith  o r  w i t h o u t  t u b e s ,  otoplasty. 

Oscopy w i t h  or  w i t h o u tb i o p s y( w i t h  or w i t h o u t  s a l p i n g o g r a m  

a r t h r o s c o p y ,b r o n c h o s c o p y ,c o l o n s c o p y ,c u l d o s c o p y ,c y s t o s c o p y , 

e s o p h a g o s c o p ye n d o s c o p y ,g a s t r o s c o p y ,h y s t e r o s c o p y ,  

l a r y n g o s c o p y ,p e r i t o n e o s c o p y ,o t o s c o p y ,a n ds i g m o i d o s c o p y  

o r  procto s i d m o i o s c o p y  

Removal: IUD, a n df i n g e r n a i l  o r  t o e n a i l s .  

Tenotomyhand o r  foot .  

Vasectomy.  

Z - p l a s t y  f o r  r e l a x a t i o n  o f  s c a r / c o n t r a c t u r e  
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d. 	 Abortion services are reimbursable under the Medical Assistance 

Program only when service to provide an abortion or induce mis

carriage is, in the opinion of a physician, necessary for the 

preservation of the life of the woman seeking such treatment. 

Any request for program payment for an abortion or induced mis

carriage must be justified by a signed physician certification 

documenting that in the physician's opinion the appropriate

circumstances, asoutlined in sentence one of this paragraph,

existed; and such certification must also indicate the pro

cedures used in providing such services. However, when medical 

services not routinely related to the uncovered abortion service 

are required, the utilization of an uncovered abortion service 

shall not preclude the recipient from receipt of medical ser

vices normally available through the Medical Assistance Program. 


2a. Outpatient Hospital Services 


Hospital outpatient services are limited to therapeutic and 

diagnostic service as ordered by a physician or if applicable, 

a dentist; to emergency room services in emergency situations; 

and to drugs, biologicals, or injections administered in the 

outpatient hospital setting (excluding "take home" drugs and 

those drugs deemed less-than-effective by the Food and Drug

Administration). 


Abortion services are reimbursable under the Medical Assistance 

Program only when service to provide an abortion or induce mis

carriage is, in the opinion of a physician, necessary for the 

preservation of the life of the woman seeking such treatment. 

Any request for program payment for an abortion or induced mis

carriage must be justified by a signed physician certification 

documenting that in the physician's opinion the appropriate

circumstances, as outlined in sentence one ofthis paragraph,

existed; and such certification must also indicate the pro

cedures used in providing such services. However, when medical 

services not routinely related to the uncovered abortion service 

are required, the utilization of an uncovered abortion service 

shall not preclude the recipient from receipt of medical ser

vices normally available through the Medical Assistance Program. 


2b. Rural Health Clinic Services 


Other ambulatory services furnished by a rural health clinic 

shall have the same limitations when provided by the rural 

health clinic as when provided by the usualambulatory care 

provider as specified in the relevant subsectionsof Attach

ment 3.1-B pertaining to those ambulatory services, except

that limitationspertaining to qualifications of provider shall 

not apply. Reimbursement is not made forthe services of 

physician assistants. 


TN # 90-16 Effective 
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With regard to services provided on or after October 1, 1988, 

rural health clinics willbe allowed to secure drugs for 

specified immunizations from the Department for Health Services 

free to provide immunizations for Medicaid recipients. The 

specified immunizations are: diphtheria and tetanus toxoids 

and pertussis vaccine (DPT); measles, mumps, and rubella virus 

vaccine, live (MMR); poliovirus vaccine, live, oral (any 
t y p e s  ) (OPV); and hemophilus R conjugate vaccine (HBCV). 

2c. Federal Qualified Health Center Services 


Federal qualified health center (FQHC) services are limited 

to FQHC services as defined in the Social Security Act, in

cluding ambulatory services offered by a FQHC and which are 

included in the state plan. 


TN # 9 0 - 1 1  Approval Date nov 1 4  e f f e c t i v e  Date 4-1-90 
Supersedes
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3. Other Lab and X-Ray Services 

Laboratory Serviceslimited to a benefit schedule of covered laboratory 
procedures when ordered or prescribed by a duly-licensed physician or 
dentist. 

X-ray radiological services provided pursuant to 42 CFR 440.30 shall be 
limited to those procedures provided by a facility licensed to provide 
radiological services and which meets the requirements of 42 CFR 440.30 
and other requirements as described herein. 

a) The facility shall participate in the Medicare Program; 

b) The procedure shall be ordered by a licensed physician, oral surgeon 
or dentist; 

c) 	 The servicesshall be provided under the direction or supervision of a 
licensed physician; 

-
d) The facility shall not be a hospital outpatient departmentor clinic; and 

e) 	 If the facility provides covered laboratory services, the facility must 
meet 42 CFR Part 493 (CLIA) requirements with regard to the 
laboratory services. 

TN # 94-13 

Supersedes Approval Date Effective Date 6/1/94
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B. Services: 


Program benefits are limited to eligible recipients who require nurs
ing facility care services meeting the above definitions. These ser
vicesmustbepreauthorizedandmustbereevaluatedeverysix (6)
months. If the reevaluation of care needs reveals that the patient no 
longer requires high intensity, low intensity, or intermediate care 
for the mentally retarded services and payment i s  no longer appropri
ate in the facility, payment shall continue for ten (10) days to per
mit orderly dischargeor transfer to an appropriate levelof care. 


All individuals receiving nursing facility care must be provided care 

in appropriately certifiedbeds. 


The following services are payable by the Medicaid Program when they 

are medically necessary and ordered by the attending physician. The 

facilities may not charge the Medicaid recipient for these services. 

(Also see Attachment 4.19-0 Exhibit B for a detailed explanation of 

each service oritem.) 


(1) 	 Routine services include a regular room (if the attending physi

cian orders a private room, the
facility cannot charge the family 
or responsible party any difference in private/semi-private room 
charges, the facility enters their charges for a private room 
when billing Medicaid), dietary services and supplements, medical 
social services, nursing services, theuse o f  equipment and facil
ities,medicalandsurgical supplies, podiatry services, items 
which are furnished routinely and relatively uniformly to all 
patients, prostheticdevices,andlaundryservices(including
laundry services for personal clothing which is the normal wear
ing apparel in the facility). 

(2) Ancillary services are those for which a separate charge
is cus
tomarily made. They include physical therapy, occupational thera
py , speech therapy, 1 laboratory procedures, x-ray, oxygen and 
oxygen supplies,respiratory therapy, and ventilator therapy. 

TN NO. 90-36 

Approval Date 10-1-90
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4 .b .  	 EarlyandPeriodicScreeningandDiagnosis of Ind iv idua l s  Under 2 1  
Years-ofage and Treatment  of  Condi t ions Found. 

A.  D e n t a l  Se rv ices  

(1) Out-of-Hospital  C a r e  

A l i s t i n g  of d e n t a l  s e r v i c e s  a v a i l a b l e  t o  r e c i p i e n t s  u n d e r  
theage of 2 1  i s  maintained a t  t h e  central o f f i c e  o f  t h e  
s i n g l e  state agencyand is shown i n  t h e  p r o v i d e r  manual. 

S e r v i c e s  n o t  l i s t e d  i n  t h e  p r o v i d e r  manual w i l l  be pre-au
tho r i zed  when medical ly  necessary.  

( 2 )  In-Hospital C a r e  

Coverage f o r  s e r v i c e s  r e n d e r e d  by d e n t i s t s  f o r  h o s p i t a l  i n p a 
t i e n t  care is l i m i t e d  t o  services f o r  p a t i e n t s  t h a t  are de
t e r m i n e dt o  be medical lynecessary.Thisincludes,but  i s  
not  limited to ,  p a t i e n t s  w i t h :  

- 1) Heart d i s e a s e  
2 )  Respi ra torydisease  
3 )  Chronicbleeder 
4 )  Uncon t ro l l ab le  ( r e t a rda te -emot iona l lypa t i en t  

d i s t u r b e d )  
5 )  	 Other (car accident ,hightemperature ,massiveinfec

t i o n ,  etc .) 

TN NO. 92-14 

Supersedes - -..
Approval dateoct 3 0 1992 E f f e c t i v e  Date 7 -1-92 
TN NO. 92-11 



Supersedes  

s t a t e  ken tucky  	 Attachment 3.1-3 
Page 1 7  

B .  HearingServices 

aud io log ica l  Bene f i t s  
-rsi


( a )  	Coverage i s  l i m i t e d  t o  thefo l lowingserv icesprovided  by c e r t i 
f i e d  a u d i o l o g i s t s :  

1) Complete evaluation;hearing 
a id2 )  Hear ing  eva lua t ion ;  

3 )  	 A m a x i m u m  of th reefo l low-upvis i t swi th inthes ix-month  
per iodimmediatelyfol lowingfi t t ingof  a hear ingaid,such 
v i s i t s  t o  be r e l a t e d  t o  the  p rope r  f i t  and  ad jus tmen t  of 
t h a t  h e a r i n g  a i d ;  

4 )  	 One f o l l o w - u pv i s i t  s i x  monthsfo l lowingf i t t i ng  of a hear
ing  a i d ,  t o  a s s u r e  p a t i e n t ' s  s u c c e s s f u l  u s e  of t h e  a i d .  

Serv ices  n o t  l i s t e d  above will beprovided when medically neces
sa ry  upon a p p r o p r i a t e  p r e - a u t h o r i z a t i o n  

TN NO. 32-14 OCT 3 0 13% 
Effec t ive  7-1-92Approval Date Date  
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(b)Except iontotheabovel imi ta t ions  may be made throughpre
a u t h o r i z a t i o n  i f  need i s  i n d i c a t e di nt h ei n d i v i d u a lc a s e .  

Hearing Aid Bene f i t s  

Coverage i s  providedon a p r e - a u t h o r i z e d  b a s i s  f o r  any hear inga id  
model recommended by a c e r t i f i e d  a u d i o l o g i s t  so  long as t h a t  model 
i s  ava i lab lethrough a p a r t i c i p a t i n g  h e a r i n g  a i d  d e a l e r .  

C. VisionCareServices (EPSDT Children Under 2 1  Years of Age) 

Optometr i s t s 'se rv icesareprovidedtochi ldrenunder  2 1  years  of  age 

who a r e  EPSDT e l i g i b l er e c i p i e n t s .  Coverageincludeswrit ing of  pre

s c r i p t i o n s ,s e r v i c e st of r a m e s  and l enses ,  and d iagnos t icserv icespro 

vided by ophthalmologis ts  and op tomet r i s t s ,t otheex ten ttheop tomet r i s t  

i s  l icensedtoper formtheserv ices  and t ot h ee x t e n tt h es e r v i c e sa r e  

coveredintheophthalmologistportionofthephysician'sprogram. Eye

glassesare-providedonlytochi ldrenunderage  21 on a pre-authorized 

b a s i s .  Coverage fo reyeg la s ses  is  l i m i t e dt o  two (2 )pa i r s  of eye

g las sespe ryea rpe rpe r son .Th i sl imi t a t ioninc ludesthein i t i a l  

eyeglasses  andone(1)replacementperyearor two (2)replacements 

peryear .  All services ,otherthanexaminat ionsordiagnosispro 

cedures ,  mustbepriorauthorized.  


Approval 12-1-89EffectiveTN II 89-38 Date Date 
Supersedes 


